We conducted a quality improvement project aimed at increasing the frequency of mobilisation in our ICU. We designed a four-part quality improvement project comprising: an audit documenting the baseline frequency of mobilisation; a staff survey evaluating perceptions of the barriers to mobilisation; identification of barriers that were amenable to change and implementation of strategies to address these; and a follow-up audit to determine their effectiveness. The setting was a tertiary care, urban, public hospital ICU in South Australia. All patients admitted to the ICU during the two audit periods were included in the audits, while all permanent/semi-permanent ICU staff were eligible for inclusion in the staff survey. We found that patient-and institution-related factors had the greatest impact on the mobilisation of patients in our ICU. Barriers identified as being amenable to change included insufficient staff education about the benefits of mobilisation, poor interdisciplinary communication and lack of leadership regarding mobilisation. Various strategies were implemented to address these barriers over a three-month period. Multivariable analyses showed that three out of four mobility outcomes did not significantly change between the baseline and follow-up audits, with a significant difference in favour of the baseline audit found for the fourth mobility outcome (maximum level of mobility). We concluded that implementing relatively simple measures to improve staff education, interdisciplinary communication and leadership regarding early progressive mobilisation was ineffective at improving mobility outcomes for patients in a large tertiary-level Australian ICU. Other strategies, such as changing sedation practices and/or increasing staffing, may be required to improve mobility outcomes of these patients.
There is increasing evidence that the early progressive mobilisation of patients in an ICU setting, initiated within 48 hours of admission and continued for the duration of ICU stay, is safe, with a low incidence of adverse events, and beneficial, with improved functional ability and, potentially, reduced ICU and hospital length of stay (LOS) [1] [2] [3] [4] [5] [6] [7] . Despite this, barriers to the mobilisation of ICU patients are still common clinically, leading to an evidence-practice gap. These barriers can be broadly categorised as patient-related or institution-related. Patient-related barriers include medical instability, sedation, level of consciousness (LOC) and the presence of vascular lines/other attachments 2, [8] [9] [10] [11] [12] [13] [14] [15] [16] [17] [18] [19] [20] [21] [22] [23] [24] [25] [26] [27] . Institution-related barriers include poor staff awareness of the benefits of early progressive mobilisation, resulting in a conservative culture where mobilisation is undervalued, uncertainty regarding staffing responsibility for mobilisation (e.g. physiotherapists or nurses) and insufficient staffing/ equipment 8, [10] [11] [12] [13] [14] [15] [16] [17] 19, 20, 22, [25] [26] [27] [28] [29] [30] .
The physiotherapy service in our ICU has, for almost 20 years, focussed on early progressive mobilisation. Despite our relatively proactive stance towards mobilisation, our perception is that the frequency of mobilisation in our ICU is suboptimal. The reasons for this are unclear-it may be due to barriers similar to those previously identified, or others. The aim of this study was to: i) determine our baseline frequency of mobilisation, ii) investigate staff perceptions of the barriers to mobilisation, iii) identify and implement strategies that might increase mobilisation, and iv) determine the effectiveness of these strategies.
Materials and methods

Design
We undertook a four-part quality improvement project in our ICU comprising: 1. an audit documenting the baseline frequency of mobilisation, 2. a survey evaluating staff perceptions of the local barriers to mobilisation, 3. identification of barriers that are amenable to change and implementation of strategies to address these barriers, and 4. a follow-up audit documenting the frequency of mobilisation after implementation of these strategies to determine their effectiveness and identify factors influencing mobilisation.
Parts 1 and 4 involved prospective audits. Part 2 involved a prospective staff survey. Part 3 involved reviewing data collected in Parts 1 and 2 to identify barriers that were potentially amenable to change and the implementation of strategies to overcome these. The study was approved by the Royal Adelaide Hospital Research Ethics Committee (Approval No.: 130911a) and registered with the Australian New Zealand Clinical Trials Registry.
Setting and participants
The study was conducted at the Royal Adelaide Hospital, a 650-bed, tertiary care, urban public hospital in South Australia. During the study period, the Royal Adelaide Hospital ICU had 32 ICU beds catering for approximately 2,300 admissions per annum, composed of general medical/surgical, cardiothoracic, trauma, neurosurgical, spinal injury and burns cases. The ICU is divided into a general (24 beds) and cardiothoracic (8 beds) ICU, with the latter admitting patients post-cardiothoracic surgery. Staffing includes approximately 25 senior medical staff (consultants, senior registrars), 300 nursing staff (staff:patient ratio=1:1) and three physiotherapists (staff:patient ratio=1:12). Physiotherapists assess all general ICU patients and screen cardiothoracic ICU patients. Early progressive mobilisation is undertaken for all suitable patients following comprehensive safety screening 31, 32 .
The participants in the audits (Parts 1 and 4) comprised all patients admitted to the Royal Adelaide Hospital ICU over two four-week periods. Part 1 was conducted in November 2013 and Part 4 in June 2014 (one to two months postimplementation of Part 3). As data recorded were anonymous and confidential, with no major changes in healthcare, it was deemed that informed consent was not required. There were no exclusion criteria. Part 2, the staff survey, was conducted from December 2013 to January 2014. Participants comprised permanent/semi-permanent ICU staff (i.e. medical [consultants, senior registrars], nursing and physiotherapy). Return of a completed survey was taken as an indication of informed consent. Participants in Part 3 (conducted from March to May 2014), where strategies to address barriers were implemented, involved ICU medical, nursing and physiotherapy staff. 
Outcome measures
The outcome measure for Parts 1 and 4 comprised the baseline and follow-up audits where two ICU physiotherapists recorded daily, in purpose-designed workbooks, data including whether patients mobilised, mobilisation frequency/type and, for those patients not mobilised, the most important reason for this. Descriptive data (e.g. age, sex, admission Acute Physiology and Chronic Health Evaluation [APACHE] II score) were recorded. Adverse events associated with mobilisation were identified 31 . Medical and nursing staff were not informed of the audits. Audit procedure was identical for the two audits. Four main mobility outcomes were compared between the audits: (1) whether patients were mobilised at all over their entire ICU stay (yes/no), (2) whether patients mobilised on a daily basis for the duration of their ICU stay (yes/no), and, for those patients who mobilised on a particular day, the (3) frequency and (4) maximum level of mobility achieved (rated using the ICU mobility scale 33 if greater than or equal to level 2 [i.e. passive transfer to chair or greater]).
The outcome measure for Part 2 was a purpose-designed survey investigating ICU staff perceptions of the barriers to the mobilisation of Royal Adelaide Hospital ICU patients. It consisted of a series of closed statements requiring responses using a 10 cm visual analogue scale, and two open-comment items. Dafoe et al 34 provides a more detailed description.
Part 3 of the study, where strategies were implemented to overcome barriers that were potentially amenable to change, did not have an outcome measure per se. The success of the strategies implemented was measured by comparing data obtained in the two audits.
Data analysis
Raw data were transposed into Excel spreadsheets and analysed using SAS version 9.3 (SAS Institute Inc., Cary, NC, USA). When comparing mobility outcomes from the two audits, initial analyses were undertaken using univariate logistic regression models. Bivariate regression models were then used, with the predictor being audit period and one potential confounding variable included in each model. Potential confounding variables were the area of the ICU (i.e. general or cardiothoracic ICU), APACHE II score, intubation/ ventilation status, day of the week and day of ICU admission. Those variables that significantly affected mobility outcomes (P <0.10) were then added as confounders to multivariable logistic regression or logistic Generalised Estimating Equation models, with P <0.05 considered statistically significant.
Results
Part 1: Baseline audit
Two hundred and seven patients received ICU treatment during the baseline audit: descriptive data are summarised in Table 1 . Of these, 142 (69%) patients mobilised at least once during their ICU stay. Data were recorded for a total of 801 patient-days (e.g. a patient in the ICU for four days had data recorded for each of the four days), with patients mobilised on 363 (45%) of 801 patient-days. Table 2 provides data regarding the 438 patient-days when patients did not mobilise and Table 3 has data from the 363 patient-days when patients did mobilise.
Part 2: Staff survey
The survey was distributed to 321 staff (26 medical, 291 nursing, four physiotherapy) with 93 (29%) returning a completed survey. Return rate varied according to profession (ten medical [38%], 79 nursing [27%], four physiotherapy [100%]).
Patient-related barriers (e.g. haemodynamic instability, reduced LOC, sedation, impending procedures/investigations) were perceived as most often affecting mobilisation. This was closely followed by institution-related barriers (e.g. time constraints, staff/equipment availability). Other barriers to mobilisation were perceived as impacting mobilisation less frequently, including the lack of clear recommendations regarding mobilisation, poor interdisciplinary communication and a lack of leadership championing mobilisation. 
Maximum level of mobility, n (%)
Passive transfer to chair 30 (8) 52 (13) Sitting over the edge of the bed 24 (7) 43 (11) Standing 11 (3) 17 (4) Standing transfer from bed to chair 109 (30) 142 (36) Marching on the spot (at bedside) 110 (30) 80 (20) Walking with assistance of ≥2 people 41 (11) 23 (6) Walking with assistance of 1 person 31 (9) 35 (9) Walking independently with a gait aid 0 (0) 0 (0)
Walking independently without a gait aid 5 (1) 3 (1)
Adverse events, yes, n (%) 6 (1.7) 10 (2. 5) In an open-comment item asking participants to suggest strategies that could increase mobilisation frequency, the following themes were identified: improve interdisciplinary communication/teamwork (n=39 [42%]), increase staffing (n=32 [34%]), provide better/more equipment (n=30 [32%]) and provide education to ICU staff regarding the benefits of mobilisation (n=22 [24%]). More detailed results can be found in a separate paper 34 .
Part 3: Identification of barriers to mobilisation and implementation of strategies
Based on Part 1 and 2 data, we identified barriers to mobilisation in our ICU that were potentially amenable to short-term change and did not rely on increased funding/ resources. Three main barriers were identified: insufficient staff education, poor interdisciplinary communication, and lack of leadership regarding the early progressive mobilisation of ICU patients. Strategies to address these barriers were considered and, over a three-month period, implemented ( Table 4 ).
Once these barriers/strategies were identified, the primary researcher discussed the project rationale and proposed strategies with the ICU medical director. Key points arising from this discussion were changing the default activity level for all ICU patients from bed rest to mobilisation (i.e. all ICU patients should mobilise unless there is a specific reason why this cannot occur) and the need for each patient's mobility plans to be discussed daily at the morning multidisciplinary ward round. These key points were communicated to all ICU consultants and senior registrars.
Strategies to improve staff education are summarised in Table 4 . The educational topics included evidence regarding the safety/benefits of mobilisation for ICU patients, access to relevant publications, the new default activity level for ICU patients, sedation practices, staffing responsibility and interdisciplinary communication. The large number of nursing staff (>300) made accessibility difficult-this was partially overcome by developing an online learning package accessible to all ICU nursing staff.
Strategies to improve interdisciplinary communication regarding early progressive mobilisation included, for the first time, discussing each patient's mobility plans for each day at the multidisciplinary morning ward round. The standard of documentation regarding mobility plans was improved by physiotherapists documenting each patient's specific mobility plan (e.g. recommended frequency/type of mobilisation, number of staff required) in the medical records and, for the first time, nursing care plans.
Strategies to address the perceived lack of leadership regarding the mobilisation of ICU patients included identification of 28 mobility champions selected from ICU medical (n=9), nursing (n=15) and physiotherapy (n=4) staff. Mobility champions received additional education/resources regarding early progressive mobilisation. Their role included encouraging a proactive approach to mobilisation and promoting communication/teamwork.
Part 4: Follow-up audit
Data from the follow-up audit are summarised in Tables 1,  2 and 3 . Two hundred patients received treatment in the ICU during the follow-up audit period, with data recorded for 852 patient-days.
Comparison of baseline and follow-up audit data
There were no significant differences in descriptive data between the baseline and follow-up audits except for APACHE II scores which were significantly lower at follow-up (P=0.013; Table 1 ). The reasons why patients did not mobilise were similar between audits and were mostly patient-related, with sedation and LOC most frequently preventing mobilisation ( Table 2 ). The majority of patients who did not mobilise were intubated and mechanically ventilated ( Table 2 ). Only a minority of patients who were mobilised were intubated and mechanically ventilated ( Table 3) .
The percentage of patients mobilised at any time during their ICU admission increased from 69% at baseline to 74% at follow-up, which was not significant on univariate analysis (P=0.276, Table 1 ). However, bivariate regression models revealed that this outcome was significantly affected by the area of ICU (i.e. general versus cardiothoracic ICU) and APACHE II score. With these factors added into a multivariable regression model (Table 5) , the odds of patients in the followup audit mobilising at any time during their ICU admission were 7% greater than that of patients in the baseline audit, which was not significant (P=0.770). The proportion of patients who mobilised on a patient-day basis increased slightly from 363 (45%) of 801 patient-days at baseline to 395 (46%) of 852 patient-days at follow-up, which was not significant on univariate analysis (P=0.819). Bivariate regression models revealed this outcome was significantly affected by the area of the ICU, day of ICU admission, intubation status and ventilation status. With these confounding variables taken into account, multivariable analysis revealed that the odds of patients mobilising on a patient-day basis were 6% greater in the follow-up audit, which was not significant (P= 0.810, Table 5 ).
Frequency of mobilisation on a patient-day basis was similar between the audits and not significantly different on univariate analysis (P=0.286), with mobilisation most frequently occurring once a day (Table 3 ). Bivariate analyses revealed this outcome was significantly affected by the area of the ICU and day of ICU admission. With these confounding variables taken into account using a multivariable regression model, no significant difference was found between audit periods (P=0.188, Table 5 ).
Maximum level of mobility was similar between audits, with standing transfer to a chair and marching on the spot recorded most frequently (Table 3 ). However, univariate analysis revealed that patients in the follow-up audit had significantly lower odds of mobilising to a higher maximum level than at baseline (P=0.022). Bivariate analyses revealed this outcome was significantly affected by the day of the week and intubation status. With these confounding variables taken into account, a significant difference was still apparent between the two audits, with the odds of a patient having a higher maximum level of mobility being 43% less in the follow-up than the baseline audit (P=0.025, Table 5 ).
Adverse events related to mobilisation were infrequent, occurring on six (1.7%) and ten (2.5%) of patient-days in the baseline and follow-up audits, respectively ( Table 3 , P=0.479). The 16 adverse events and their management were as follows: nine occasions of dizziness necessitating return to bed (but no other intervention); two occasions of chest pain, with no change in ECG or clinical status, managed with return to bed; and one occasion each of legs giving way (obese patient, lowered to chair), asymptomatic fall in blood pressure (return to bed), nausea/clamminess (no intervention required), small vomit (no intervention required) and inadvertent removal of a peripheral intravenous catheter (replaced). Table 5 provides summary data from the multivariable logistic regression models regarding the effect of the audit period and confounding variables on the four mobility outcomes. Patients in the cardiothoracic ICU had significantly better outcomes than general ICU patients for three of the four mobility outcomes. Admission APACHE II score significantly influenced one mobility outcome, with a higher score associated with a worse outcome. Day of ICU admission significantly affected two mobility outcomes (one result became non-significant with multivariable analysis), with every additional day associated with better outcomes. Day of the week significantly influenced one mobility outcome (this result became non-significant with multivariable analysis), with lower levels of maximum mobility achieved on public holidays compared to weekdays/weekends. Intubation status significantly affected two mobility outcomes, whereby patients with an endotracheal tube had poorer outcomes than non-intubated patients. Ventilation status significantly affected one mobility outcome, with fewer mechanically ventilated patients mobilising compared to spontaneously ventilating patients, although this lost significance on multivariable analysis.
Influence of confounding variables
Discussion
The overall aim of this study was to identify barriers to mobilisation and to determine if strategies implemented on the basis of a staff survey and audit increased the frequency of mobilisation in our ICU. No significant changes were seen between the baseline and follow-up audits for three of the four mobility outcomes, with a significant difference in favour of the baseline audit found for the fourth mobility outcome (maximum level of mobility). These findings suggest that, in an ICU with a relatively proactive stance towards mobilisation, the relatively simple strategies that we instituted were ineffective over the short-term at improving mobility outcomes in our ICU, and other strategies, such as changing sedation practices and/or increasing staffing/ resources, may be required to impact on mobility outcomes.
Our staff survey identified barriers to mobilisation similar to those found previously (e.g. patient-related barriers [sedation, medical instability], institution-related barriers [insufficient funding/equipment]) 8, [13] [14] [15] [16] [17] 24, 28 . With respect to our audit data, our sample's disease severity was similar to most comparable studies (i.e. mean/median admission APACHE II scores ≤20) 9, 11, 18, 30 , but lower than that reported by Needham et al (medians=26 and 27) 6 . Sedation and reduced LOC most frequently prevented/limited mobilisation in our audits, which is in keeping with other research 2, 8, 12, 17, 21, 24, 27 . With respect to the frequency and type of mobilisation, Leditschke et al 18 , in an audit of 106 adult ICU patients, found that patients mobilised on 54% of patient-days, somewhat higher than our 46% (758 of 1653 patient-days across both audits). However, our data for active mobilisation (equivalent to a maximum level of mobility above passive transfer, Table 4 ) compare more favourably, with active mobilisation occurring on 41% of our patient-days (674 of 1653 patientdays) compared to 23% of patient-days by Leditschke et al 18 .
Berney et al 11 , in a one-day point-prevalence study involving 498 adult patients from 38 Australian/New Zealand ICUs, found that 18% of patients walked, considerably higher than the 8% we recorded (138 of 1653 patient-days, Table  3 ). However, Berney et al's 11 definition of walking included marching on the spot, and our rate increases to 20% (328 of 1653 patient-days), very similar to that of Berney et al 11 , with these data included. Further comparison with Berney et al 11 is not possible as their mobility categories were not mutually exclusive. Another one-day point-prevalence study by Nydahl et al 21 , involving 783 mechanically ventilated adult patients across 116 German ICUs, found that 24% of patients mobilised to a level of sitting on the edge of the bed or greater and 4% stood, marched on the spot, or walked. Corresponding rates from our overall sample were 46% (758 of 1653 patient-days, Table 3 ) and 37% (607 of 1653 patient-days). Whilst our rates are considerably higher than those of Nydahl et al 21 , our data included spontaneously and mechanically ventilating patients. If our sample is restricted to mechanically ventilated patients, our rates fall to 11% (70 of 651 patient-days) for sitting on the edge of the bed or greater and 6% (38 of 651 patient-days) for standing, marching on the spot, or walking. A multicentred trial involving 192 mechanically ventilated patients across 12 ICUs in Australia and New Zealand reported that rates for levels of active mobilisation that involved sitting on the edge of the bed or greater were all less than 2% (measured across 1288 patient-physiotherapy interactions) 24 . Thus, our 6% rate for standing, marching and walking is comparable to the 4% of Nydahl et al 21 and higher than the rates reported by Berney et al 11 and the Trial of Early Activity and Mobilization (TEAM) study investigators 24 . However, our 11% rate for sitting on the edge of the bed or greater is considerably less than the 24% of Nydahl et al 21 . The reasons for this are not readily apparent. Further review of our data reveals that the main reasons why mechanically ventilated patients did not mobilise were sedation and reduced LOC, with similar results reported by Berney et al 11 . Thus, it may be that international variation in clinical practice, particularly with respect to sedation practices, may account for the higher levels of mobility reported by Nydahl et al 21 .
The reasons for the significant difference that we demonstrated in favour of the baseline audit over the followup audit for the maximum level of mobility achieved are unclear. As noted in the preceding paragraph, our overall mobility levels were comparable to previous studies 11, 18, 21, 24 . From our data (Table 3) , the main differences between audit periods for maximum level of mobility were seen for marching on the spot, where the rate decreased from 30% at baseline to 20% at follow-up, and walking with the assistance of at least two people which decreased from 11% to 6%. In contrast, rates for the lower levels of mobility (passive transfer to a chair and sitting on the edge of the bed) increased in the follow-up audit. Whilst it is possible that the strategies that we implemented may have heightened staff awareness of the potential dangers of early progressive mobilisation, and thus inadvertently adversely affected maximum mobility levels, we believe this is unlikely to have occurred and instead the findings are due to chance.
We found a number of factors affected the mobilisation of ICU patients, including non-patient-related factors such as the area of the ICU and day of the week, and patient-related factors including admission APACHE II score, intubation/ ventilation status and day of ICU admission. We had anticipated that our cardiothoracic ICU patients would have better mobility outcomes than those in the general ICU, as this area admits all patients after major cardiothoracic surgery, informal clinical pathways encouraging early mobilisation are used, and, overall, these patients have a lower acuity allowing more aggressive mobilisation. The lower maximum level of mobility on a public holiday compared to weekdays/weekends may reflect lower staffing levels, particularly physiotherapy, on public holidays. The association of higher APACHE II scores with a poorer mobility outcome is not surprising, as sicker patients are more likely to 'fail' safety screening criteria, thus preventing/limiting mobilisation. This association supports the findings of Thomsen et al 30 , whereas Bahadur et al 9 found no such relationship. We found the presence of an endotracheal tube adversely affected mobility outcomes, supporting the results of Nydahl et al 21 . This most likely reflects the higher acuity of these patients, use of sedation and concerns about inadvertent extubation precluding/ limiting mobilisation. The reduced mobility outcomes for mechanically ventilated patients most likely reflects similar concerns to those associated with the presence of an endotracheal tube, and concurs with data from Berney et al 11 . Whilst we found that some mobility outcomes improved with a longer ICU LOS, Bahadur et al 9 , in a study involving 30 mechanically ventilated tracheostomised patients, found no such association.
We recorded adverse events as we believed it was important to ensure there were no detrimental effects from any changes in mobilisation practice. Whilst the rate of adverse events increased slightly from baseline to follow-up, this was not significant. Importantly, adverse events were infrequent, minor, transient and, apart from return to bed in some instances, self-limiting. Our rate of adverse events was similar to that previously reported 11, 35, 36 . Interestingly, Nydahl et al 21 found a much higher rate of adverse events (21%), perhaps reflecting the higher mobility levels they documented in a sample including only mechanically ventilated patients.
In an article summarising the implementation of early mobility programs at three centres in the United States, Engel et al 37 reported that ICU and hospital LOS were reduced at all three centres after a quality improvement process aimed at increasing mobilisation. This finding is in contrast to ours, where no significant change was seen in ICU or hospital LOS.
The reasons for our failure to show a change in LOS most likely reflect that our interventions were ineffective at improving mobility oucomes and also, unlike the ICUs reported by Engel et al 37 , all our patients were already, at baseline, routinely assessed/treated by physiotherapists and our ICU already had a proactive stance regarding mobilisation. Additionally, unlike Needham et al 6 , we did not specifically target a change in sedation practice.
Limitations
Our study was undertaken at a single centre, thus reducing its generalisability. For practical reasons, audit data collection was undertaken by ICU physiotherapists who were, unavoidably, aware of the study design. However, as other ICU staff were not informed of the audits, we do not believe this unduly influenced our results. Despite attempts to maximise response rates (e.g. administering the survey in paper format [potential participants were more likely to receive the survey in paper format than if an electronic format had been used] and displaying reminder notices), the variable and, overall low, response rates to the staff survey limits the generalisability of the results, both within our ICU and externally. However, the barriers to mobilisation identified were similar to those previously reported and we believe that the primary intention of the staff survey (i.e. to identify local barriers to mobilisation, amenable to short-term change without additional funding/ staffing) was achieved. We may have achieved better mobility outcomes if we had specifically addressed barriers associated with sedation practices in our ICU which, whilst mentioned, were not targeted. We acknowledge that the audits may have been too close in time to each other and allowing a longer time for our strategies to have an effect may have been preferable. Furthermore, additional longer-term follow-up audits would be ideal.
Clinical implications
This study's results, whilst specific to our ICU, have implications for other ICUs, in that instituting relatively simple measures to improve staff education, interdisciplinary communication and leadership regarding early progressive mobilisation were ineffective at increasing the mobilisation of ICU patients. This suggests that in ICUs that already have a proactive stance regarding mobilisation, other measures such as changing sedation practices and/or additional funding/ resources may be required to improve mobility outcomes. However, further research is required to demonstrate the cost-effectiveness of such interventions. That sedation and reduced LOC frequently prevented/limited mobilisation, and intubation/ventilation status affected mobility outcomes, most probably reflects our ICU's practice where these patients are sedated. As Fan 12 suggested, a paradigm shift away from heavy sedation and bed rest to lighter/no sedation that enables early progressive mobilisation without adversely affecting patients' comfort or tolerance of intubation and mechanical ventilation may be required. The use of a sedation score, such as the Richmond Agitation-Sedation Scale, to quantify agitation and drive patient-specific sedation may be worthwhile 6, 10, 27 .
Further research to investigate evidence-practice gaps with respect to the early progressive mobilisation of ICU patients will be of interest. Staff surveys and audits, similar to those undertaken in this project, could be undertaken in other ICUs to benchmark current mobilisation practice and allow comparison with our data. Additional research to measure the effect of increased staffing/other resources on mobility outcomes and their cost-effectiveness would also be of interest.
Conclusions
In summary, in an ICU with a relatively proactive stance towards mobilisation, implementing relatively simple measures aimed at improving staff education, interdisciplinary communication and leadership regarding early progressive mobilisation was ineffective over the short-term at improving mobility outcomes of ICU patients. Other strategies, such as changing sedation practices and/or increasing staffing/resources, may be required to improve mobility outcomes of ICU patients, pending research demonstrating their cost-effectiveness.
